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India is home to many tropical diseases, the most common being malaria, enteric fever, and dengue fever. There are other potentially fatal diseases like scrub typhus, which till recently 
was considered to be limited to certain geographic areas with 
vegetations and cattle grazing fields like Jammu. Scrub typhus 
cases/outbreaks have been reported in the recent past from South 
India, Mumbai, Goa, Himachal Pradesh, and Haryana [1-7]. We 
report a case of scrub typhus in a child residing in Delhi. With 
this case, we would like to emphasise that scrub typhus is no 
longer limited to certain hilly or coastal regions of India. Medical 
practitioners need to be aware of this for timely diagnosis and 
management of this disease.
CASE REPORT
A 10-year-old girl was admitted to our hospital in the month of 
November with complaints of fever, abdominal pain, vomiting, 
and facial rash. Fever was of 7 days duration, not associated with 
chills and rigors with spikes of 102-104°F. She also had complaints 
of generalized abdominal pain since the last 2 days, associated 
with non-bilious vomiting. She developed an erythematous facial 
rash 1 day before admission. She had received antipyretics and 
cefixime during the last 7 days. She had no history of a cough, 
jaundice, altered sensorium, bleeding from any site or burning 
micturition. She had not travelled outside Delhi during previous 
1 year.
On examination, she was ill looking with a temperature 
of 104°F, pulse rate of 118/min, and blood pressure of 
120/76 mm Hg. She had erythematous macular rash present on 
her face. There was no pallor, icterus or lymphadenopathy. On 
abdominal examination, muscle guarding was present. The liver 
was palpable 3 cm below the right costal margin with a span of 
14 cm. The spleen was not palpable. The remaining systemic 
examination was unremarkable. Keeping a provisional diagnosis 
of enteric fever, the child was started on injection ceftriaxone, 
intravenous fluids, and injection ranitidine.
Routine investigations for blood and urine including blood 
for widal, malaria parasite, dengue serology, blood culture, 
liver (LFT) and kidney function tests (KFT), and chest X-ray 
were ordered. The hemoglobin was 10.4 g/dl; leukocyte count 
was 14,400/mm3 with 77% neutrophils. Thrombocytopenia was 
present with a platelet count of 86,000/mm3. The remaining test 
results were within normal limits.
About 48 h after admission, despite treatment, high-grade 
fever persisted, and the rash became maculopapular and spread 
all over the body. The abdominal pain increased in intensity 
and she developed severe myalgia. On abdominal examination, 
besides hepatomegaly, the spleen was also (2 cm) palpable. 
Platelet count was increased to 1 lacs/mm3. Blood was sent 
for malarial antigen which was negative. Serum amylase 
was normal, and ultrasound of abdomen was suggestive of 
hepatosplenomegaly with minimal free fluid. As there was 
worsening of symptoms and splenomegaly, chloroquine was 
started suspecting malaria. The patient developed vomiting on 
chloroquine, so the anti-malarial drug was changed to injection 
artesunate.
Over the next 2 days, the rash developed black discoloration 
and there was no improvement in the other symptoms. We decided 
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to work up the patient for other uncommon diseases like scrub 
typhus and leptospirosis, even though there was no history of 
travel outside Delhi and no eschar was present. Weil Felix (WF) 
test was reactive for OX-K (titer 1:80). Test for immunoglobulin 
M (IgM) antibodies against leptospira was negative. After sending 
samples for IgM antibodies against scrub typhus, the patient was 
started on oral doxycycline.
The patient was afebrile after 24 h of starting doxycycline. The 
platelet count also improved to 1.3 lacs/mm3. The rash resolved 
after 2 days, and the patient was discharged on oral doxycycline. 
IgM enzyme-linked immunosorbent assay (ELISA) for scrub 
typhus was positive. On follow-up after completion of 7 days 
of doxycycline, the patient was asymptomatic and there was no 
hepatosplenomegaly.
DISCUSSION
Scrub typhus is an acute, febrile, infectious disease caused by 
the organism orientia tsutsugamushi, an obligate intracellular 
parasite spread by bite of infected trombiculid mite larvae. 
The disease is endemic in the so-called tsutsugamushi triangle 
comprising Japan, China, Malaysia, Philippines, India, Pakistan, 
and Afghanistan.
Scrub typhus is a febrile illness with varying presentations. The 
common signs and symptoms are fever, myalgia, maculopapular 
rash, abdominal pain, lymphadenopathy, hepatomegaly, 
splenomegaly, and a painless eschar. Our patient did not have 
lymphadenopathy and eschar. A painless necrotic eschar at site 
of mite bite is characteristic of scrub typhus but is rarely seen in 
Indian patients (1, 2, 4, 6). Leukocytosis and thrombocytopenia 
which were seen in our case are common in scrub typhus patients. 
The patients of scrub typhus improve dramatically after treatment 
is initiated. In our patient, the fever and thrombocytopenia 
resolved within a day of starting doxycycline.
Serology is the diagnostic test for scrub typhus with 
indirect immunofluorescence antibody (IFA) test being the 
gold standard. ELISA is a cheaper alternative and also has high 
sensitivity and specificity which is above 90% [1,8,9]. WF test 
is easily available and has high sensitivity but is not a specific 
test and can be false positive in many other conditions. It has a 
good concordance with ELISA compared to polymerase chain 
reaction (PCR) which has higher specificity but somewhat lower 
sensitivity. Hence, PCR used independently or in conjugation 
with WF test can be employed as a specific diagnostic tool for 
diagnosis of scrub typhus [8]. This is an area of great concern 
as the specific diagnostic tests such as ELISA, PCR or IFA are 
not easily available and the few places where the test is being 
done give the report in 3-4 days. In our patient, we had started 
doxycycline based on clinical suspicion and a positive WF 
test [10]. The report of IgM ELISA for scrub typhus came after 
3 days. If we would have waited for the report, the patient could 
have developed serious complications.
Scrub typhus is being described as a reemerging disease 
in tropics including India. There are reports of outbreaks from 
Himachal Pradesh, Tamil Nadu, and Pondicherry [2,6,11]. 
Few cases have been reported from Goa, Haryana, and 
Mumbai [3,4,7]. Prakash et al. have reported 4 cases of scrub 
typhus in adults from Delhi in 2013 [12]. Our patient was also 
a resident of Delhi with no history of travel outside Delhi for 
last 1 year. This rapid enlargement of geographies in India 
reporting scrub typhus cases is more likely to be due to increased 
awareness and heightened level of suspicion rather than change 
in agent, host or environment.
Most of the cases of scrub typhus are initially treated as enteric 
fever, malaria, or dengue fever as the physicians in non-endemic 
regions do not suspect scrub typhus as a cause of fever initially. 
There must be many more cases that are being missed for the few 
which are being reported from places like Delhi and Haryana. The 
case fatality rate in untreated patients or those where treatment 
is delayed may be as high as 35% [4]. Untreated cases are also 
at greater risk of complications such as acute kidney injury, 
pancreatitis, and multi-organ dysfunction [1,5]. Furthermore, as 
the diagnostic test is not easily available, there may be a further 
delay in starting treatment. Therefore, measures should also be 
taken to make the diagnostic tests readily available in all major 
government hospitals.
CONCLUSION
With the increasing number of cases being reported from all 
across India, scrub typhus has acquired a matter of great public 
health importance that all medical practitioners should be 
sensitized about this disease and its varying presentations and 
complications. This expansion of geographies in India is more 
likely to be due to increased awareness and heightened level of 
suspicion rather than change in agent, host or environment.
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